Background {#Sec1}
==========

Health professionals and especially General practitioners (GPs) are among the most important resources of health systems \[[@CR1]\]. Performance of health systems is deeply dependent on GPs, so that effectiveness of health systems in achieving their goals is to a large extent subject to adequate, well-qualified, and motivated GPs \[[@CR2]\]. Financial incentives are among the most important determinants of GPs' behavior and performance. Quality and quantity of health services, total health system costs, motivation of GPs, and retaining them in a health system are profoundly correlated with financial incentives and especially income equality \[[@CR3], [@CR4]\].

Inequality in GPs' payments and incomes will lead to undesirable consequences \[[@CR5]\]. Income inequality can provoke GPs to reduce quantity or quality of services which can threaten public health \[[@CR3]\]. Perception of income inequality by GPs may result in request of informal payments \[[@CR6], [@CR7]\] and this kind of out-of-pocket payment reduces access to health care and increases total health costs \[[@CR8]\]. Inter-sectional income inequalities could encourage GPs to opt out of public health sector or health insurance schemes \[[@CR9]\], or may increase rate of dual practice and it will restrict capacity of service delivery in public health section \[[@CR10], [@CR11]\].

Income inequality among GPs in different geographic regions of a country would lead to inland migration and eventually will worsen the distributional imbalance of GPs and constrain access to health services in underprivileged areas \[[@CR10], [@CR12]\]. Perception of Income gap by GPs may act as an incentive for general and primary care physicians to enter specialty training. Consequently, this will result in increased health expenditures and shortage of GPs in primary health care \[[@CR13], [@CR14]\]. Finally, income inequality may convince GPs to migrate to other countries looking for better financial opportunities \[[@CR15]\].

There are few research studies on GPs' income inequality which have mostly studied determinants of income gap across different groups. A study in Australia showed that GPs who worked in outer regions or rural areas and those who worked in personal office had higher income \[[@CR16]\]. Another study in France demonstrated that male GPs had higher income than females, this result was explained with respect to different workloads \[[@CR17]\].

In Iran, we also found a study by Bayati et al., which describe the economic behavior of GPs in terms of practice income, hours of work, and patient visits across different GPs groups \[[@CR18]\]. Based on our searches, no study has comprehensively investigated income inequality among Iranian GPs. Therefore, this study aimed to investigate income inequality among GPs in Iran using Gini coefficient decomposition method to provide a reliable evidence for health human resource policy and planning.

Method {#Sec2}
======

Data and variables {#Sec3}
------------------

In this empirical cross-sectional study a total number of 666 Iranian GPs were participated. The data were collected using a researcher-made checklist on the economic behavior of GPs. The checklist was developed based on literature review and several semi-structured interviews with GPs. Several variables such as demographic characteristics, practice related factors and income variables were asked in the checklist. The checklist is provided as Additional file [1](#MOESM1){ref-type="media"}. Due to incomplete and out of date directory of Iranian GPs especially on private sector GPs, data were collected through simple sampling method in two national conferences held in 2016 and 2017 with a response rate of 52%. These national conferences for Iranian GPs are held by The Iranian Society of General Practitioners several times in a year. The GPs throughout the country have to participate in the conferences for Continuous Medical Education (CME) which is required for physicians to be able to continue their practice license.

In the present study, inequality among GPs was investigated in terms of income and wage. Total amount of gross monthly earnings due to medical practice was considered as "income". Considering that income is affected by the amount of activity, the "wage" (income per hour) was also analyzed. Income inequality was analyzed based on demographic and medical practice variables. Demographic variables included gender, age, and marital status. Medical practice variables included practice setting, working as family physician, place of practice and experience of medical practice.

In order to convert the Iranian Rial figures to the United States Dollar, we used the exchange rate of Central Bank of the Islamic Republic of Iran in the study year (2015). Wage and monthly income were analyzed based on Purchasing Power Parity (PPP).

Analysis {#Sec4}
--------

In the first step of data analysis, in order to evaluate the distribution of income among GPs, we computed income and wages quintiles, as well as the ratio of highest quintile to the lowest quintile. In order to analyze the amount of income inequality more precisely, determinants of income and wage were investigated using regression model. In the regression model, income or wages were estimated as a function of demographic and medical practice variables. Gross monthly income and the wage were logarithmically entered into the model as dependent variables.

Then the Gini coefficient (GC) of income and wage was estimated and finally inequalities between different groups of GPs were decomposed using the "Dagum 1997" approach. According to this approach, the GC is decomposed into three components including within subgroups, between subgroups and transvariation between subgroups.

The approach supposes that a population of size N is divided into k subgroups of sizes *N*~*j*~ (j = I, 2, 3, \..., k). In this population, population share of subgroups and income share of subgroups are shown by P and S, respectively. In this population, the income inequality (GC) decomposition can be considered as follows: $$\documentclass[12pt]{minimal}
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The between subgroups inequality decomposes into net between subgroups inequality and transvariation between subgroups. $$\documentclass[12pt]{minimal}
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Finally, overall inequality in population can be seen as: $$\documentclass[12pt]{minimal}
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More than GC decomposition of income and wage in GPs' subgroups, the Lorenz curves of income and wage for subgroups of GPs were drawn. Data analysis was performed using STATA version 14.2 SE 64 (Stata Corporation 2015).

Results {#Sec5}
=======

A total number of 666 GPs were participated in this study. Descriptive statistics of demographic and practice variables for the sample are presented in Table [1](#Tab1){ref-type="table"}. Table 1Descriptive statistics of demographic and practice variables for sample of Iranian GP (*n* = 666)Variables (Number of Respondents)FrequencyPercentGender (665) Male35853.83 Female30746.17Age (651) 26--35 years15623.96 36--45 years19830.41 46--55 years23035.33  ≥ 56 years6710.29Marital status (663) Single12318.55 Married54081.45Practice setting (664) Salaried30746.23 Self-employed35753.77Family physician (661) Yes6910.44 No59289.56Practice location (581) Capital of the country21937.69 Province centers15125.99 Other cities, villages21136.32Practice experience (640) 0--5 years16726.09 6--10 years10115.78 11--15 years12619.69 16--20 years14122.03  ≥ 21 years10516.41

Table [2](#Tab2){ref-type="table"} indicates the GPs' income and wage quintiles and the ratio of fifth quintile to the first quintile. The results revealed an unequal distribution of income among GPs, so that the income of the highest quintile was 8.6 times higher than the first quintile. The condition was almost the same for the wage, as the earning of GPs in the first wage quintile was about \$5 per hour, while the figure for the last quintile was more than \$45 per hour. Table 2Quintiles of Iranian GPs by income and wageQuintilesIncomeWagePercent of GPsMean (SD)Percent of GPsMean (SD)Lowest22.13590.23 (239.82)20.315.36 (1.70)Second20.061179.08 (65.65)19.879.58 (1.14)Third19.591773.50 (283.58)19.8714.34 (1.66)Fourth18.952574.30 (174.68)20.0921.47 (2.58)Highest19.275106.81 (1781.17)19.8745.36 (20.98)Highest to Lowest ratioـــــــ8.65 (7.42)ــــــــ8.46 (12.34)

Determinants of income and wage are presented in Table [3](#Tab3){ref-type="table"}. Results of the regression show that male GPs, those who worked at personal office, GPs who practiced as family physician, and those who worked in rural areas and small cities had significantly higher income. In the wage model, the results were slightly different, such that some variables were not significant. However, male GPs and those who worked in personal office had higher level of wage. Table 3Determinants of GPs' earning (income and wage) in IranVariablesL Gross Monthly IncomeL Wageβ^\*^*P*-valueβ*P*-valueConstant15.4380.00010.2790.000Gender (1 female, 0 male)−.5320.000−.1590.041Age 26--35 yearsRef 36--45 years−.0180.892.0620.682 46--55 years−.2040.188−.0900.592  ≥ 56 years−.6260.001−.6270.002Marital status (1 married, 0 single).0470.583.1520.171Practice setting (1 self-employed, 0 other).3570.000.4570.000Family Physician (1 yes, 0 no).3770.000.1200.366Practice location Other cities, VillagesRef Province centers−.1080.146.0420.651 Capital of the country−.1860.010−.0330.712Practice experience 0--5 yearsRef 6--10 years.1230.388.2810.059 11--15 years.1770.202−.0420.791 16--20 years.3570.017.1570.346  ≥ 21 years.2740.104.0630.729Goodness of fitF = 14.51 (0.000), R^2^ = 0.25F = 6.1 (0.000), R^2^ = 0.17β\*: Regression coefficients

Population share, income share, monthly income, wage (hourly income), within subgroups GC, and the results of GC decomposition in terms of demographic and medical practice variables are shown in Table [4](#Tab4){ref-type="table"}. For example, according to population share and income share figures, although male GPs are 53.3 percentage of all GPs, they have 63.9 percentage of incomes. Table 4Decomposition of GPs' income inequality by demographic and practice factorsVariablesPopulation Share^a^Income Share^b^Income Mean (PPP^c^)Gini CoefficientGini DecompositionWithinBetweenOverlapOverallGender Male0.5340.6398339.100.3490.192 (0.476)0.106 (0.263)0.104 (0.260)0.403 Female0.4660.3615389.940.434 Overall110.403Age 26--35 years0.2550.2045919.320.4180.109 (0.271)0.076 (0.190)0.216 (0.538)0.403 36--45 years0.2910.2997161.360.378 46--55 years0.3530.3837738.720.392  ≥ 56 years0.1010.0946439.790.426 Overall110.403Marital status Single0.1860.1465438.250.3790.288 (0.716)0.044 (0.111)0.069 (0.172)0.403 Married0.8140.8547304.910.404 Over all110.403Practice setting Salaried0.4420.3465471.600.3890.201 (0.498)0.098 (0.244)0.103 (0.256)0.403 Self-employed0.5580.6548134.690.388 Overall110.403Family Physician No0.8860.8816915.290.4140.327 (0.811)0.010 (0.026)0.065 (0.161)0.403 Yes0.1140.1097153.440.306 Overall110.403Practice location Capital of the country0.3720.4146306.800.4340.101 (0.250)0.161 (0.399)0.140 (0.349)0.403 Province centers0.2890.2356808.160.406 Other cities, villages0.3390.3517435.220.337 Overall110.403Practice experience 0--5 years0.2660.2165624.940.3750.074 (0.184)0.116 (0.287)0.212 (0.527)0.403 6--10 years0.1610.1436659.050.463 11--15 years0.1920.1966860.180.358 16--20 years0.2180.2608358.440.370  ≥ 21 years0.1630.1857670.130.403 Overall110.403^a^Contribution of each group to the whole population^b^Each group's share of total income^c^Purchasing Power Parity

Total Gini coefficient of GPs' income was estimated at 0.403. The Gini coefficient is also reported in all subgroups based on different variables. The results revealed that the greatest inequality in the subgroups was related to the GPs with the practice experience of 6--10 years (GC: 0.463) and the lowest was related to the family physician subgroup (GC: 0.306). Based on some variables such as marital status and working/not working as family physician, the greatest share of income inequality was related to within group inequality. However, based on other variables such as age group, place of practice, and practice experience, the highest income inequality share was related to the gross between group inequalities. Also, based on gender and practice setting, the share of between and within group income inequality was approximately equal.

Findings of the study show that the GC of wage (0.412) was higher than income GC. The greatest wage inequality was related to the GPs with the practice experience of 11--15 years (GC: 0.478) and the lowest was related to the family physician subgroup (GC: 0.335). Results of decomposition of wage GC with few differences were similar to the decomposition of income GC. Based on some variables such as marital status, working/not working as family physician, and practice setting, the greatest share of wage inequality was related to within group inequality. Based on other variables such as age group, place of practice, and practice experience, the highest wage inequality share was related to the gross between group inequalities. Also, based on gender, the share of between and within group wage inequality was equal. Results of wage inequality are shown in Table [5](#Tab5){ref-type="table"}. Table 5Decomposition of GPs' wage inequality by demographic and practice factorsVariablesPopulation\
Share^a^Wage\
Share^b^Wage Mean (PPP^c^)Gini CoefficientGini DecompositionWithinBetweenOverlapOverallGender Male0.5670.57661.800.3790.206 (0.501)0.009 (0.023)0.195 (0.475)0.412 Female0.4330.42459.840.450 Overall110.412Age 26--35 years0.1960.19253.450.4190.118 (0.288)0.108 (0.263)0.184 (0.447)0.412 36--45 years0.2900.35472.250.439 46--55 years0.3860.39862.790.376  ≥ 56 years0.1480.07639.570.357 Overall110.412Marital status Single0.1520.11746.280.3990.312 (0.758)0.047 (0.115)0.051 (0.125)0.412 Married0.8480.88363.560.410 Over all110.412Practice setting Salaried0.3110.23846.320.3980.239 (0.580)0.094 (0.231)0.078 (0.189)0.412 Self-employed0.6890.76267.750.401 Overall110.412Family Physician No0.9020.92062.330.4170.347 (0.843)0.027 (0.066)0.037 (0.089)0.412 Yes0.0980.08049.240.335 Overall110.412Practice location Capital of the country0.3870.33358.260.3970.103 (0.251)0.152 (0.368)0.156 (0.379)0.412 Province centers0.2790.27565.540.424 Other cities, villages0.3540.39257.070.383 Overall110.412Practice experience 0--5 years0.2110.18951.510.4020.079)0.192(0.105)0.254 (0.227)0.552(0.412 6--10 years0.1470.18171.740.391 11--15 years0.1960.20964.970.478 16--20 years0.2550.27964.210.367  ≥ 21 years0.1910.17252.230.375 Overall110.412^a^Contribution of each group to the whole population^b^Each group's share of total wage^c^Purchasing Power Parity

Figures [1](#Fig1){ref-type="fig"} and [2](#Fig2){ref-type="fig"} show the inequality of income and wage between different subgroups of GPs using Lorenz curves. Fig. 1Lorenz curves for income distribution among different groups of Iranian GPs Fig. 2Lorenz curves for wage distribution among different groups of Iranian GPs

Discussion {#Sec6}
==========

For the first time, this study has empirically investigated the income inequality among Iranian GPs. In the present study, in addition to income, GPs' wage (income adjusted to working hours) was also studied to better interpret the inequality. However, in most of the studies conducted in this regard, gender inequality has been studied, the present article investigated income inequality in different groups based on gender, age, marital status, practice setting, place of practice and medical practice experience. In addition, in this study, appropriate methodology was used to analyze inequality. Dagum's method in addition to decomposition of inequality into the between group and within group inequality components, considered the overlap of the groups and is therefore more accurate than other methods. Regarding the high amount of variables studied in this study, as well as due to insignificant effect of some variables on income and wage inequality among doctors, variables that were the main determinants of income in the regression model, were discussed.

The descriptive findings and the total Gini coefficient resulting from this study indicate significant inequalities in income and wages among GPs. The income and wages of physicians in the highest quintile were eight times more than the income and wage of physicians in the first quintile. Moreover, the Gini coefficient for GPs was 0.403, indicating high incomes and wage inequalities among Iranian physicians. Meanwhile, according to (United Nations Development Programme) UNDP, the Gini coefficient of income for the entire Iranian society was 0.383 in 2015 \[[@CR19]\]. In line with the findings of the present study, the results of Homaie Rad et al. (2012) in Iran showed that the Gini coefficient of income for healthcare personnel in Iran was 0.428, and the Gini coefficient of the income for the whole society was 0.380 \[[@CR5]\]. These findings reflect the fact that income inequality among GPs in Iran is more than income inequality in society and less than healthcare workers' income inequality. Also results of a study among US physicians showed that Gini coefficient of income among physician during different years was between 0.3 to 0.33 for females and between 0.5 to .05 for males which are lower than Gini coefficient of income among Iranian Physicians \[[@CR20]\].

Considering the fact that the gross monthly income is affected by the working hours of physicians, in this study, Gini coefficient of wage (monthly income in relation to working hours) is also estimated. The findings indicated that, despite the adjustment of income in terms of working hours, inequality was increased, and the Gini coefficient of wage was equal to 0.412. This suggests that other factors than working hours affect the income inequality of GPs in Iran. Along with the results of this study, the study conducted by Lin et al. in Taiwan showed that the number of working hours per week did not correlate with the amount of physicians' income \[[@CR21]\]. This is in line with the results of some studies which suggest a relationship between physicians' income inequality and their working hours \[[@CR14], [@CR16]\]. In interpreting the relationship between the number of working hours and income, it is necessary to consider the type of service (outpatient and hospital) and the severity of the disease \[[@CR14]\].

The results of this study showed that the Gini coefficient of income for male physicians was approximately 0.35 and it was 0.43 for female physicians, suggesting more income inequality among female doctors. From the total income inequality of GPs, 47% was related to the between group inequality. In addition, almost a quarter of the share of inequality in income was related to inequality between men and women. As showed in the Table [4](#Tab4){ref-type="table"}, monthly mean income of male GPs was \$8339 (PPP), however it was about \$5390 (PPP) for female GPs. This gap between female and male physician's earnings is common in other countries and it seems related to women preferences, financial expectation and limitations for job and earning \[[@CR16], [@CR22]--[@CR24]\].

About 26% was related to the overlap between the two groups, which cannot be interpreted fully. On the other hand, in terms of wage inequality, the Gini coefficient for wages was 0.38 for men and 0.45 for women. The results of the decomposition of the Gini coefficient of wage indicated that more than half of the inequality in wages was within the groups, and about half the other is related to the overlap between groups, and the contribution of between group inequality is negligible. These findings can be indicative of the fact that although men have more income, but if the income is adjusted to the number of working hours, there is slight inequality among female and male physicians.

Homaie Rad et al. without mentioning the reasons for income inequality among different gender groups, pointed out that there was a significant difference between the income of women and men employed in the health sector of Iran \[[@CR5]\]. Several studies, which are consistent with the results of the present study, have identified the main cause of income inequality among male and female GPs in their working hours \[[@CR16], [@CR17], [@CR25], [@CR26]\]. Nevertheless, the results of Duckett's study in the United States, which contradict the interpretation of the results of the present study, showed that, apart from other factors such as working hours, there is a significant difference between the income of female and male employees in the health sector. He points out that the main reason for this income gap is the existence of gender discrimination \[[@CR27]\].

The results of this study indicated that the Gini coefficient of income of self-employed physicians with a Gini coefficient of salaried physicians was approximately equal. The results of the decomposition of Gini coefficient revealed that the largest share of inequality was due to within group inequality (more than half of inequality). Subsequently, the major contributor to inequality was the overlapping of groups, and the share of income inequality between self-employed physicians and other physicals was also negligible. In terms of wage, the Gini coefficient of self-employed physicians and salaried physicians was approximately equal. The major share of wage inequality was related to within group inequality (58%) and about a quarter of it was related to between group inequality. Comparison of these results shows that when wage is investigated, the share of within group inequality increases significantly. This suggests that if income is adjusted to working hours, inequalities within self-employed doctors and other physicians are increased considerably.

According to present study, monthly revenue of salaried and self-employed GPs in Iran was about \$5471 and \$8134 (PPP), respectively. Their wage was also \$46 and \$67 (PPP), respectively. Morris's study showed that self-employed GPs' gross income was higher than those of other doctors employed in an organization. This study considered the main cause of income inequality as the difference in working hours of physicians in both groups \[[@CR25]\]. Moreover, Cheng et al. by referring to the difference in income between self-employed physicians and other doctors, stated that the main reasons for this inequality were the difference in payment method and type of contract with insurance organizations \[[@CR16]\]. In addition, other researchers mentioned that self-employed physicians due to more freedom in their practice and work usually have ability to make more money \[[@CR16], [@CR28]\].

The findings of this study showed that GPs working in family physicians had more income than other doctors. However, there was no significant difference between the wage of family physicians and other doctors by adjusting the income to working hours. These results may indicate that the main reason for the increased income of family physicians is their workload.

Although there was no significant difference between Gini coefficient of income and wage among different age groups of GPs in Iran, GPs over 56 years of age had higher Gini coefficient. These findings are in line with the results of a study among registered pharmacists in South Florida, USA. It is suggested that this inequality is related to the preferences of people of this age group for part-time working \[[@CR29]\].

Conclusion {#Sec7}
==========

This study showed that factors such as gender, work status, as well as activity as a family Physician were determinants of income inequality among GPs. Adjustment of income in terms of working hours indicated that one of the most important reasons for these differences is the workload of doctors in different groups. It also seems that factors such as different payment methods and a different insurance contract can explain these inequalities. Since the motivation and function of physicians can be influenced by income inequality, policy-makers in the health system should consider factors increasing such inequalities. For this purpose, further studies are needed to determine the factors affecting inequality and the extent to which each of these factors is effective.

Study limitations {#Sec8}
-----------------

In this study, owing to lack of suitable access to GPs, the participants were selected through simple sampling. Therefore, the main limitation of this study is non-random sampling, which could overshadow the generalizability of the results.
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===============
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Additional file 1:Checklist. A researcher-made checklist on the economic behavior of GPs. (DOCX 18 kb)
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